
Ceylon. He writes in this connection : "In these cases
the apparent clinical manifestations were out of pro¬
portion to the degree of infection and the length of
time these children could have had the disease had they
acquired it in the usual way and postnatally."

It would seem possible that prenatal infestation
might occur with any parasitic worm in which there
is a wandering of the larvae in the body of the final
host. The recent discoveries of the wandering of the
larvae of Ascaris lumbricoides and related forms have
suggested that migrations of nematode larvae in their
final hosts are more common than has been suspected.
These data serve to increase the significance of studies
on prenatal infestation. It is worth while in this con¬
nection to mention briefly those of the parasitic worms
òf man in which the life history is such that prenatal
infestation is a possibility.

Among the trematodes of man besides those of the
schistosome group there i's only one, Paragonimus
westermanii, in which there is wandering in the final
host. Since the larvae of P. westermanii are much
larger than those of the schistosomes, grow rapidly as

they wander, and migrate by way of the tissues rather
than the blood stream, prenatal infestation with this
form, while it might be possible, would seem to be
very improbable. .

Among the cestodes, the wandering habit is found
only in the development of the bladder worm stage.
Since the onchospheres are very small and are carried
by the blood stream, the infestation of a fetus with
the bladder worm stage would not seem to be difficult.
In man, the possibility of such infestation would be
limited to those species of which the larval stages
invade the tissues, as the echinococcus and occasionally
the larval stage of Taenia solium. I have found no
references to prenatal infestation with echinococcus, but
there is every reason to believe that such infestation
could come about.

It is among the nematodes that prenatal infestation
seems to me to offer the most important problem. I
believe that with further studies it will be found to be
not infrequent with hookworm. Other species in which
such infestation might occur on account of what we
know of the migrations of the larval stages are

Strongyloides stercoralis, Ascaris lumbricoides and pos¬
sibly the various species of the Filaridae. It seems

possible also that the wandering habit of the larvae is
a part of the life cycle of Trichuris trichiura 7 and other
human nematodes, which would make possible prenatal
infestation in these forms also.

7. Neshi has recently demonstrated in a paper in Japanese that the
larvae of Trichuris depressiscula, the dog whipworm, wander in the
final host.

Queensland (Australia) Health Report.—In the Queensland
Government Lazaret for Lepers, on Peel Island, the number
of inmates varied from forty-six to forty-one during the year,
and comprised nineteen colored persons and twenty-two
whites of which eighteen were natives of Australia. Six new
cases were admitted ; eight died in the course of the year and
three escaped. Four types of the disease were classified,
namely, tubercular, nodular, anesthetic, and mixed. In regard
to venereal diseases, a system of notification is in force in
consequence of which over 2,000 cases have been brought to
the notice of the department, while over 400 certificates of
cure have been issued. Registration of nurses is in full
operation, and according to the report of the registration
board a total of 134 certificates, as against 149 in the preced¬
ing year, have been presented after examination for midwifery
and mental nursing.—Med. Officer 24:223, 1920.

Clinical Notes, Suggestions, and
New Instruments

A NEW PROCEDURE FOR DIAGNOSING URETERAL
STRICTURES IN THE MALE

Albert E. Goldstein, M.D., Baltimore
Urologist, Hebrew Hospital and Mount Pleasant Sanatorium

Since the introduction of my technic, two years ago,1 for
diagnosing ureteral strictures in the male, various problems
have presented themselves, whereby an improvement has
become necessary. The technic here described will meet all
obstacles and allow for accuracy in the diagnosis of ureteral
strictures in the male.

I use either a No. 19 F. or 26 F. Brown-Buerger indirect,
close vision, operating cystoscope and a 6 F. dry roentgeno-

Fig. 1.—Various sizes of wax bulbs employed in diagnosis and treat¬
ment.

graphic catheter with a pin in the proximal end to keep the
wax from dropping in the proximal eyelet of the catheter.
Some melted beeswax is dropped on the catheter about 0.5
cm. from the proximal end, and then the catheter is twisted
between the fingers until the wax hardens (about one or
two seconds) and there is a smooth, even wax bulb. The
desired size can be made by the addition or subtraction of
wax. I use for diagnosis an 8 + or 9 F. bulb, and for treat¬
ment increase the size up to an 18 F. bulb (Fig. 1). The
catheter is then placed in cold mercuric chlorid solution,
1: 1,000, for ten minutes. The urethra having been thoroughly
cleansed and anesthetized with 5 per cent, procain, the
catheter is then passed retrograde into the cystoscope, the
distal end of the catheter first being passed into the proximal

end of the cystoscope, through the sheath with the telescope
in it. The catheter therefore is passed in the groove of the
telescope and then through the cap with a single opening for
the catheter, as shown in Figure 2. The wax bulb catheter
is next passed into the bladder and then followed by the
cystoscope containing the distal end of the catheter. The
catheter curls up in the bladder and is gradually withdrawn
until the bulb is seen. The ureteral opening is next located
and the wax bulb catheter is passed into the desired ureter.
If no obstruction is encountered, the catheter is passed up
for about 8 inches and gradually withdrawn, the location of
any "hang" being noted.

The method is ideal, as it serves these purposes:
Urine can be collected for examination. A renal functional

test can be given, if this is desired. Since a roentgenographic
catheter is employed, a roentgenogram can be taken and the
line of the ureter obtained. The pelvic capacity can he

1. Goldstein, A. E., in discussion on Braasch, W. F.: Dilatation
the Ureter and Renal Pelvis, J. A. M. A. 73: 731 (Sept. 6) 1919.
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determined by injecting fluid into the kidney. A shadow-
casting substance may be injected and a pyelogram made to
verify the diagnosis of a stricture (an important procedure)
made by withdrawing the bulb and obtaining a "hang."
Finally, the wax not having been disturbed, should a calculus
be present, a scratch will be observed.

In the employment of this method, if a definite stricture is
present, the "hang" is not only felt but seen; that is, as the
catheter is withdrawn and the bulb caught at the obstruction,
all tissues in front of the stricture are drawn forward, and
this can be seen through the cystoscope.

330 North Charles Street.

A CLINICAL METHOD FOR THE DETERMINATION OF
BLOOD SUGAR IN MINUTE QUANTITIES

OF BLOOD *

Israel S. Kleiner, Ph.D., New York

This method is based on Benedict's * most recent technic,
modified for use with a new microcolorimeter. The instru¬
ment was developed by Mr. R. E. Klett, based on suggestions
by Prof. S. R. Benedict. My work was begun at Professor
Benedict's suggestion and with his cooperation.

The instrument (Fig. 1) carries a vertically sliding eye¬
piece in front of a diaphragm having two vertical slits,
through which the light passes. The eye-piece carries witli
it, in back of the diaphragm, a round clip in which one places
a standard graduated test tube containing the unknown solu-

Fig. 1.—The microcolorimeter with
wedge and graduated test tube in
place, ready for use.

tion. Alongside of the test
tube is a wedge, made by
grinding a test tube and
fusing it on to a ground-
glass plate (Fig. 2). The
wedge contains the stand¬
ard color and is sealed by
fusion. As the wedge is be¬
hind one slit and the un¬
known solution behind the
other, the two can be com¬

pared by observation
through the eye piece,
which contains a lens and
prism. By moving the eye
piece (and with it the un¬
known) up and down, an
exact match is found and a

reading is made on the
scale. Figure 3 shows a
cross-section.

The apparatus required
are: a microcolorimeter
with sugar standard and
S c.c. graduated test tubes·;
a 0.2 c.c. blood pipet; a 2
c.c. Mohr pipet in tenths ;
two 1 c.c. Mohr pipets in
tenths; funnels (from 2.5 to
3 cm. in diameter) ; thin
filter paper2 (5 cm. in di¬
ameter) ; a centrifuge and
tubes (not absolutely essen¬
tial) ; a water bath (e. g., a

beaker) and stand or tripod,
and a Bunsen burner.

The reagents required are : 20 per cent, potassium oxalate
solution; Benedict's picrate-picric acid solution,3 and 20 per
cent, sodium carbonate solution.

From the Department of Physiological Chemistry of the New York
Homeopathic Medical College and Flower Hospital.

1. Benedict, S. R.: A Modification of the Lewis-Benedict Method
for the Determination of Sugar in the Blood, J. Biol. Chem. 34: 203
(April) 1918.

2. The "Whatman No. 1" (5 cm. in diameter) has been found to be
serviceable.

3. Benedict's picrate-picric acid solution is thus prepared: To
500 c.c. of 1 per cent, sodium hydroxid solution are added 36 gm. of
purified picric acid and 400 c.c. of hot water. The mixture is
until the picric acid is dissolved. After cooling it is diluted to 1,000 c.c.

PROCEDURE

The 0.2 c.c. pipet is washed and then rinsed with 20 per
cent, potassium oxalate solution. The residual fluid should
now be blown out well ; enough oxalate will remain to pre¬
vent clotting. The finger or ear lobe is then pricked and 0.2
c.c. of blood drawn up in the pipet and discharged into a
centrifuge tube. The pipet is then rinsed twice with exactly
0.2 c.c. of water each time and the washings added to the

Fig. 2.—The wedge contain¬
ing the standard color: a, front
view; b, side view.

blood. After a minute or two
has been allowed for laking, ex¬
actly 1.9 c.c. of picrate-picric
acid solution is added and the
fluids thoroughly mixed. The
tube is now centrifuged and the
clear supernatant fluid poured
off into a clean, dry test tube.
Instead of centrifuging, the mix-·
ture may be filtered through a
very small thin filter paper;
with reasonable care, twice as
much filtrate as is necessary
may be obtained. With a clean,
dry, 1 c.c. Mohr pipet, 0.8 c.c. of
the supernatant fluid or filtrate
is transferred to the bottom of
the graduated test tube, which
must be dry. To this should be
added 0.1 c.c. of 20 per cent,
sodium carbonate solution, and
the tube should be well shaken
and placed in a boiling water
bath for ten minutes. It is now
cooled under running water and
diluted to either the 1.5 c.c. or
3 c.c. mark (or rarely S c.c),
depending on whether it is a

light or deep orange color. It
is now shaken again, placed in

the colorimeter and matched to the standard "sugar" wedge.
The reading is now made on the scale and the percentage of
sugar found directly by consulting the proper table (1.5, 3 or
5 c.c). If there is any doubt as to which dilution to use, the
1.5 c.c. should be tried first; if this proves darker than the
highest point on the scale, one should dilute to the 3 c.c.mark,

TABLE 1.—BLOOD SUGAR, DILUTION TO 1.5 C.C.

Bead- Per
ing Cent.
20
21
22
23
24
25
ta
27
28

0.06
0.07
0.07
0.07
0.08
0.08
0.08
0.09
0.09
0.O9

Read- Per
ing Cent.

0.09
0.10
0.10
0.10
0.10
0.10
0.11
0.11
0.11
0.11

34
35
SB
37
38

Read- Per
Ing Cent.
40
41
42
43
44
45
46
47
48
49

Read- Per
Ing Cent.

0.11
0.11
0.12
0.12
0.12
0.12
0.12
0.12
0.13
0.13

50
51
52
53
54
55
56
57
58
 

0.13
0.13
0.13
0.13
0.14
0.14
044
0.14
0.14
0.14

Road- Per Read- Per
ing Cent, ing Cent.

0.15 70 0.1660
61
62
63
64
65
(ili
(¡7
68
OS

0.15
0.15
0.15
0.15
0.15
0.16
0.16
0.16
0.16

71
72
73
74
76
76

0.16
0.17
0.17
0.17
0.17
0.17

77 0.17
78 0.18
79 0.18

TABLE 2—BLOOD SUGAR. DILUTION TO 3 C.C.

ïead- Per Read- Per Head- Per Read- Per Read- Per
ing Cent, ing Cent, ing Cent, ing Cent, ing Cent

21
22
23
24
25

0.15
0.16
0.17
0.18
0.18
0.19
0.19
0.20
0.21

40 0.25 50 0.5
31
32

34
35

37
38

41
42
43
44
45
46
47
48
49

0.26
0.26
0.26
0.27
0.27
0.27
0.28
0.28
0.28

54
55
56
57
58
59

0.29
0.29
0.29
0.30
0.30
0.30
0.30
0.31
0.31

63
64

67
68

Read- Per Read- Per Read- Per Read- Per Read- Per Rend- l'ir
Cent.
0.34
0.34
0.35
0.35
0.35
0.36
0.36
O.U
0.36
0.37

0.21
0.22
0.22
0.23
0.23
0.23
0.24
0.24
0.25
0.25

ing
70
71
72
73
74
75
76
77
78
79

mix and compare. As this dilution permits of readings up to
0.37 per cent., the highest dilution (5 c.c) will seldom be
required.

The pipet to be used for measuring 0.8 c.c. of the filtrate
should either be dry or be rinsed with 0.1 or 0.2 c.c. of the
fluid. There is usually enough to permit this to be done.
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